Intraspinal nerve root compression accounts for the overwhelming majority of patients presenting with 'sciatica'. A case due to multiple aneurysms is reported.
Case report
A 65-year-old man gave a 3 month history of low back pain radiating to the left buttock and to the back of the left thigh and calf. For the preceding month he had experienced difficulty in walking and had developed paraesthesias in the foot.
A dilated cardiomyopathy with an atrial septal defect was diagnosed in 1978.
On examination there were signs of congestive cardiac failure, and a non-tender pulsatile mass was noted in the left iliac fossa. Straight leg raising was . restricted to 20 0 on the left and there was diminished power and sensibility in the L5-S1 nerve root distribution.
Plain radiographs demonstrated degenerative changes in the lumbar vertebrae, and a calcified left iliac artery aneurysm was noted ( Figure 1 ).
A diagnosis of prolapsed intervertebral disc was made, but after 4 weeks of bed rest the patient had 0141-0768/88/ 090551-03/$02.00/0 © 1988 The Royal Society of Medicine made no improvement. A lumbar CT scan showed neither nerve root compression nor canal stenosis, but in addition to common and internal iliac artery aneurysms, an aneurysm of the left inferior gluteal artery was seen to be compressing the sciatic nerve.
This was palpable in the buttock. Arteriography delineated the anatomy ( Figure 2 ), and surgery was advised.
Through an extra-peritoneal approach the. left internal iliac artery was ligated at its origin. The vessels distal to the 50 mm aneurysm were ligated from within the sac, which was not excised because the pelvic veins were adherent to its wall. The common iliac artery was not replaced because poor cardiac compliance precluded aortic cross-clamping. The patient was turned and a 70x30 mm gluteal aneurysm, displacing the sciatic nerve, was resected.
The patient made an uncomplicated recovery and his pain was abolished immediately, although the paraesthesia in the leg remain.
Comment
Whilst the gluteal aneurysm is the likely cause of symptoms, common and internal iliac aneurysms can also produce nerve compression where they lie anterior to the lumbosacral nerve plexus.
Internal iliac artery aneurysms: Isolated internal iliac artery (IIA) aneurysms are rare, accounting for only 0.4% of a series of 671 patients with aneurysms of the aorta, iliac arteries, or both-. Atherosclerosis accounts for 80%, and 28% are bilateral. Other aetiological factors include trauma, infection and gestational changes. Presentation is varied, with 43% found as an incidental finding during abdominal or rectal examination. The remainder present with acute rupture (26%), ureteric, rectal, or bladder outflow obstruction (16%), sciatica (13%), or pelvic vein compression (5%)2.
Early surgery is recommended because of the high risk of rupture", which is apparently unrelated to aneurysm size 2 : In a group of 13 patients managed conservatively, 70% ruptured within 4 months", It is unnecessary to excise the aneurysm sac; a procedure hazardous because of the relationship to the iliac veins. Proximal ligation alone is insufficient because 18% will recur due to the collateral circulation'', Distal ligation is also necessary, either directly if the branches are accessible, or by occlusion from within the sac, i.e, endoaneurysmorrhaphy. Temporary occlusion of the opposite IAA may be useful in cases of rupture", In a cumulative series of 82 isolated IAA aneurysms there were no deaths following elective repair, but a 58% mortality followed surgery for rupture", Gluteal artery aneurysms: These account for less than 1% of all aneurysms", and may present with sciatica or as a pulsatile mass in the buttock. The majority are post-traumatic; those affecting the superior gluteal artery (SGA) often result from penetrating injury, whereas inferior gluteal artery (IGA) aneurysms more commonly follow fractures 7 • The remainder are due to atherosclerosis, infection, or polyarteritis nodosa.
Arteriography should be performed to differentiate an IGA aneurysm from one arising in a persistent sciatic artery (PSA). The sciatic artery is the axial vessel to the lower limb in the early embryo, and in 0.01% of the population it persists". Aneurysmal dilatation is said to occur in 44%6, and is almost always in the gluteal region. This differential diagnosis is important because, when present, the PSA is almost invariably the dominant vessel to the leg, and reconstruction rather than ligation is required", Gluteal artery aneurysms are often adherent to the sciatic nerve which may be damaged inadvertently, particularly whilst attempting to control haemorrhage. Surgery for IGA aneurysms should therefore be preceded by control of the internal iliac artery? Followingligation, the aneurysm sac should be excised only if there is no risk of injury to the nerve.
This evening was not a matter of one speaker advocating supplementary funding and the other opposing it along predictably politically based lines, rather each assumed that some money will have to come to the Health Service from sources outside the state; the two views differed rather in their compass than in essence.
Ray Robinson, an economist by training, now an analyst with the King's Fund, began by presenting the wider view, along the lines of a forthcoming King's Fund publication on the identification of new sources offunding. He pointed to two kinds ofpressure on the NHS: factors outside the Government's control include advances in medical knowledge and the increased numbers of elderly people needing care. Factors within state control include the tightening of public expenditure and privatization. The main cause of the problem leading to a need for alternative funding, he said, is the mismatch between target and actual spending, opening up a gap which has to be filled.
There are 5 possible ways to find money to close this gap: increasing levels of public spending, increasing efficiency, tightening NHS demarcations, the expansion of private health care provision and, to be examined in more detail this evening, the identification and exploitation of new sources.
Non clinical activities like opening shops in hospital premises, as recommended by the recently established DHSS Income Generation Unit, were dismissed as more or less irrelevant because they will bring in, at most, no more than about £70m, i.e. half of 1% of the total hospital budget. A more fruitful area is the sale of clinical services to the private sector. Many health districts are already selling X-ray and pathology services in this way and expansion is predicted.
More open ended is the exploitation of private services within the NHS, for both in-and outpatients. This brings in £60m per annum now; more beds and higher charges are likely to lead to a dramatic increase. A more speculative possibility is the often discussed one of charges to NHS patients: a nominal fee of £10 per day for people in hospital would produce up to £150m per annum.
Private insurance schemes were touched on briefly, they are not likely to be used for overall cover, rather they will be taken out by 'certain people needing certain procedures at certain times', minor elective surgery being an example.
Finally there is the social insurance scheme in which a tax payment, related to income, is earmarked for the NHS. One advantage of such a tax is the closer linking of individuals' payments to health care expenditure; a disadvantage is that it may lead to increased spending. This, said Mr Robinson, seems simple conceptually and in practice, but complications could arise in that the tax base would be more narrow than that of general taxation. Contracting out has been advocated by Leon Britten, but when one thinks that it is the young and healthy who are likely to opt out, just the people who, within the health service system, support the sick, this is clearly a non starter. In conclusion he made the point that he and his King's Fund colleagues would like to see an examination of the options within the context of what the NHS finance system is hoping to achieve. One of the key issues in this debate is the relationship' between expenditure and health care outcomes. Ideas on efficiency, equity and consumer choice are often banded about and there is a need for precision in this area.
Chris West, the District General Manager of the Portsmouth and South East Hampshire Health Authority, continued this theme: the measurement of anything in the Health Service is rudimentary, he said, quality cannot be defined and so cannot 
